An idealized reconstructive tympanoplastic procedure must not compromise the major objective, namely adequate eradication of an irreversible lesion. Compulsive attempts to close tympanic membrane perforations and to reconstruct ossicular chains to restore hearing or to avoid exteriorizing operations should be avoided in certain specific '4L' equation problems. Tympanoplastic reconstruction, as pointed out by Smith, is not always innocuous in terms of audiovestibular and in cranial nerve sequelae.
In some cases the wisest course of action is adequate exenteration of the lesion and exteriorization for observation and for continued local medical therapy. A hearing improvement by means of a hearing aid may be far more prudent than tympanoplasty in such cases. It is indeed important at this stage in our knowledge that a pause for reflection be considered by all tympanoplastic surgeons. Sincerely (March Journal, p 227) . The patient had had numerous attacks of acute polyarticular pain with warm swollen inflamed joints; X-rays of the involved joints (which included knees, hips, wrists, elbows and shoulders) showed well-defined linear calcification of cartilage. It is most likely that her attacks of 'synovitis' were crystal-induced and related to the calcification shown on X-ray; joint aspiration was felt to be supererogatory. The clinical picture was not that of the chondrocalcinosis seen so frequently in X-rays of elderly people, which is often asymptomatic; we regret that our condensation of this report did not make this clear. (Leicester & Heald 1980) are incorrect; in fact, these were the figures for our 'radiological leak rate'. The figures for our 'clinical leak rate' are as follows: high 0/24 (0%), low 10/61 (16%), total 10/85 (12%). In addition, they were not all unprotected anastomoses although, as stated in the paper, the presence of a defunctioning colostomy did not affect the leak rate but did decrease the associated morbidity. Finally, 54 (89%) of the low anastomoses were less than 5 cm from the anal margin and in many cases were colo-anal anastomoses. (November 1980 Journal, p 776) and also by some of his results. The inspiratory flow rates in Dr Lawford's study seem rather high for patients in whom FEV 1 averaged 53% of the predicted value. Our patients had a similar degree of airways obstruction and their peak expiratory flow rate immediately before inhaling terbutaline sulphate averaged 253 I/min. Their maximum expiratory flow at 50% vital capacity averaged 0.8 I/second (48 I/min). We were therefore most surprised to note that Dr Lawford's patients could maintain a mean inspiratory flow rate of 2401/min.
We found the greatest bronchodilator response by inhaling terbutaline at 25 I/min and by following inhalation by 10 seconds of breathholding; 25 I/min is a slow, steady inhalation rate which caused none of our patients any difficulty. While Dr Lawford is correct in saying that a 5 litre inhalation would take over 10 seconds, few asthmatics have a vital capacity of this size. In our studies inhaled vital capacity averaged 2.23 Iitres and this would have taken 5.4 seconds at 25 I/min.
We are aware of neither theoretical nor published experimental evidence for suggesting that a bronchodilator should be inhaled from FRC at 60 l/min.
We suggested that the width of the annulus between the actuator and the canister might be reduced in order to facilitate a slow inhaled flow rate. We wonder whether Dr Lawford is in some way confusing this with Connolly's (1975) recommendation that the actuator be held away from the open mouth. Using terbutaline we have Book reviews Conception in the Human Female Robert G Edwards pp 1088 £48.50 London: Academic Press 1980 In every generation there arise men. who achieve work of a quality, size and importance so superior to that of others that they acquire the admiration of all who can understand their purposes. In music Mozart, Haydn and Beethoven were obviously such. In painting there is a long list, and in science Claude Bernard, Sherrington, Rutherford and now Robert Edwards (Rutherford's grandson-inlaw) must rank together at the pinnacle.
It would have been remarkable just to have been the scientific partner in the painstaking work that led to the birth of the first two babies fertilized in vitro. Persistence, dedication and scientific flair carried Edwards and Steptoe to success at the cost of many hours of extra work, sweat and deep contemplation and discussion each week for many years.
been unable to show that Connolly's technique gives greater bronchodilator response than the more usual 'closed mouth' method (Newman et al. 1981) .
It is unfortunate that Dr Lawford does not say which broncholilator he used. Our results using terbutaline are at variance with a more limited study by Riley et al. (1976) using isoprenaline, and it is possible that the same 'best' mode of inhalation might not apply to all brands of aerosol. Further systematic studies on the relative merits of different inhalation modes are needed, particularly for anticholinergic and corticosteroid aerosols. We therefore welcome Dr Lawford's investigations in the hope that they will add further knowledge to this important and neglected field. 
